SUMMARY The severity of coronary artery disease is an important determinant of prognosis after acute myocardial infarction. The ability of a symptom limited exercise test to predict the presence of triple vessel disease was assessed in 221 patients three weeks after infarction. Coronary angiography was performed in patients with exercise induced ST segment depression. The presence of ST segment depression alone was poorly indicative of triple vessel disease; however, some specific features of ST segment changes on exercise were of predictive value. Downsloping ST segment configuration alone or horizontal ST segAient depression associated with an early onset and a late recovery time after exercise correctly identified 30 (90%) of 33 patients with triple vessel disease whereas it incorrectly identified only 6 (15%) of 39 patients with single and double vessel disease. An abnormal blood pressure response was also predictive.
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In patients with ST segment depression after infarction triple vessel disease can be detected accurately by a combination of the electrocardiographic and haemodynamic variables attained on exercise.
Exercise testing in patients early after myocardial infarction is a valuable diagnostic and prognostic technique. One year mortality in patients with exercise induced ST segment depression has been shown to be 25% compared with 2% in patients with no ST segment depression.' Even though the one year mortality rate is significantly higher in patients with ST segment depression on exercise, most of these patients are not at high risk of further cardiac events. There is thus a need to identify more accurately the "at risk" group of patients who may benefit from invasive diagnostic and therapeutic techniques. Furthermore, it has been suggested that reduced exercise tolerance or a poor haemodynamic response on exercise may be more predictive of later complications than ST segment changes.2 Table 1 shows the mean onset time, recovery time, and ST segment configuration together with the systolic blood pressure increase, heart rate increase at ST depression, and the exercise time for the single, double, and triple vessel disease groups together with the respective p values. Table 2 shows the sensitivity and specificity attained for each exercise variable in distinguishing the two groups: (a) single and double vessel disease and (b) triple vessel disease.
Discriminant analysis demonstrated that downsloping ST segment configuration was the most accurate single exercise variable in predicting severity of disease; it correctly classified 77-8% of patients. This was followed by ST segment recovery time (76-4%); the onset time to significant ST segment depression (75 0%); the increase in heart rate at onset of ST depression (72 2%), and the blood pressure response to exercise (70 8%). By combining all these exercise variables 90.3% of patients were correctly classified (p < 0.01).
None of the 12 patients with upsloping ST seg- There were significant differences in the resting and peak heart rates and the total exercise time between the two groups (table 4). Resting heart rate (beats/min) 68 (2) 90 (2) <0-001 Peak heart rate (beats/min) 116 (2) 140(2)..
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Exercise time (min) Detection of triple vessel disease Specific ST segment analysis can identify triple vessel disease more accurately than the simple presence of ST segment depression, which can only be regarded as a marker for the presence of myocardial ischaemia not its severity.
Recent studies have shown a significant association between a poor systolic blood pressure response on exercise and subsequent cardiac mortality in patients after myocardial infarction. 2 7 8 This abnormal exercise response has been attributed to poor left ventricular function caused by a larger infarct. 9 The results of our study suggest that a poor blood pressure response on exercise is associated with triple vessel disease. This group of patients had a significantly lower blood pressure increase than patients with single or double vessel disease. This observation accords with previous studies.4 1O Sullivan et al reported a significant association between a poor blood pressure response on exercise and multivessel disease.4 Further, they observed no significant difference in the resting ejection fraction between those patients with a good blood pressure response and those with an inadequate blood pressure response, suggesting that this inadequate response was not a product of poor left ventricular function. These results suggest that a poor blood pressure response may be a function of increased myocardial ischaemia.
No significant differences were seen in the peak heart rate attained on exercise by patients with single, double, and triple vessel disease. In patients with triple vessel disease, however, the increase in heart rate at the onset of significant 
